We present a case of pancreatic malignancy which presented as chronic pancreatitis. The diagnostic difficulties are discussed. We recommend that when there is any doubt about a diagnosis of chronic pancreatitis with a pancreatic mass, then early resection is appropriate.
It has always been a notoriously difficult diagnostic problem to distinguish between chronic pancreatitis and carcinoma of the pancreas. These conditions may coexist in the same patient' and it is often impossible to determine which came first. Chronic pancreatitis and pancreatic carcinoma also share many clinical features including upper abdominal pain, obstructive jaundice, anorexia, weight loss, steatorrhoea and diabetes mellitus.2 Consequently, even when a firm diagnosis ofchronic pancreatitis is made, there is often doubt that pancreatic carcinoma may also be present.
There have been many studies of the diagnostic criteria for these conditions,`4 which attempt to produce a reliable investigative protocol to aid in diagnosis. Because of the diagnostic difficulty, some surgeons have advocated a policy of radical resection when any possibility exists that carcinoma may be present in addition to chronic pancreatitis. The lesson from the following case presentation is that failure to follow this recommendation may delay diagnosis until the tumour is incurable.
Case report
A 53-year-old woman presented with obstructive jaundice to another hospital in early 1992. There was no history of high alcohol intake or other predisposing factors. Endoscopic retrograde cholangiopancreatography (ERCP) showed a possible cholangiocarcinoma and, although computed tomography (CT) showed distal common bile duct obstruction (figure IA), no mass was seen. At laparotomy, the whole pancreas was found to be inflamed and hard with no obvious mass in the head of the gland (figure 1B). Therefore, a chloledochojejunostomy was performed to alleviate the jaundice. Biopsies at operation showed changes consistent with chronic pancreatitis.
The patient returned in January 1993 complaining of abdominal pain. CT scan at this time showed a 4-cm pancreatic head mass with an atrophic tail and dilated pancreatic duct. Repeated CT scan three months later showed no further change.
In August 1993 the patient returned complaining of anorexia, abdominal pain and ascites. She was referred to our unit where a further CT scan showed little change from the previous one (figure 2). Repeated cytology of the ascitic fluid and biopsy of the pancreas showed no evidence of malignancy, although one fine-needle aspiration from the head of the pancreas was reported to be suggestive of chronic pancreatitis, but 'suspicious of malignancy'. Subsequently, a 3-cm mass appeared in the left supraclavicular fossa. Aspiration of this mass yielded clear fluid; cytology was negative. The mass disappeared after aspiration, but recurred and was excised in January 1994. Histology showed cystic areas lined by cuboidal and glandular epithelium (figures 3 and 4). This was suggestive of a metastasis from a pancreatic cystadenocarcinoma. The ascites was drained by the insertion of a 
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----Al-R *t : . White and Hart6 found that abdominal ultrasonography was the most useful imaging technique in the diagnosis of pancreatitis. Hunt and Blumgart4 found pancreatic juice cytology to be a highly specific way of diagnosing carcinoma in the presence of pancreatitis. However, they found a high degree of false-negative results which limits its value in making this important discrimination. In the case presented here, pancreatic cytology was not performed at the initial ERCP. A positive result would have been of diagnostic value, but a negative result would have been unhelpful.
The problem of a high false-negative rate also besets intra-operative and CT-guided biopsy. This is because the inflammatory reaction around a small tumour may be extensive.' This is demonstrated well in this case where repeated biopsies were either inconclusive or showed only inflammatory change. Even when the correct site is found, it is often difficult for the histopathologist to distinguish between inflammatory change and well-differentiated adenocarcinoma,' although
Tumour markers are gaining popularity in the diagnosis and monitoring of malignant disease. In pancreatic carcinoma three markers have commanded most interest: carcinoembryonic antigen (CEA), alpha-fetoprotein and pancreatic oncofetal antigen (POA). CEA is commonly high in patients with pancreatic carcinoma, but is also high in patients with other malignancies and with benign disease.3 Histologically, tumour cells stain positive for CEA, but so may non-tumour cells.2 Only when the tumour is advanced and inoperable is CEA raised to a high level and even then it is not specific to tumours of pancreatic origin.3 High alpha-fetoprotein levels appear to be even less specific to pancreatic carcinoma. POA is similarly non-specific to pancreatic cancer, although it may have some value in the monitoring of patients following resection of a POA-secreting tumour.3 Carter2 found the marker CA 19-9 disappointing as a possible marker for early pancreatic carcinoma and the specificity in distinguishing pancreatitis from carcinoma was poor.
The mortality of pancreatic resection surgery is declining.9 Most series now report a hospital mortality well under 10%, and a review of publications in the last 10 years shows a median postoperative mortality below 5%.1o Data on whether patients with early pancreatic carcinoma survive for longer if resection is performed early is inconclusive. However, if the tumour is confined to the pancreas, and all resection margins are clear, survival after five years is about 25%.9 Therefore, resection appears justified, particularly for patients with
Learning point
When there is any possibility of the existence of carcinoma in the presence of chronic pancreatitis, then the policy should be for early radical resection small tumours in whom diagnostic certainty may be hard to achieve. Only a policy of resection even when confirmation of the diagnosis is lacking, will allow some of these curative resections. Smith et al"l found that operative resection for carcinoma based on clinical presentation, laboratory results, and diagnostic imaging produced misdiagnosis in only 5% of cases. However, no mention was made of the percentage of patients not operated on, who subsequently turned out to have a malignancy, as in the case presented here. This case clearly illustrates the lost opportunity for curative resection at the time of the initial presentation, and the continuing diagnostic difficulty which persisted until a metastasis was removed from the supraclavicular fossa. This is particularly disappointing in this case as resection of localised cystadenocarcinoma is usually curative. 1 These less-aggressive slow-growing tumours may well cause more diagnostic confusion than the more usual ductal adenocarcinoma. We therefore agree with Carter2 that, in the absence of a firm diagnosis of carcinoma, the surgeon should "regard the Whipple operation as the most effective and reliable method of providing the pathologist with a biopsy of the head of the pancreas".
